Introduction
Restrictions on smoking in occupational and recreational settings have been expanded in the past decades (Eriksen & Chaloupka, 2007; Mills, Messer, Gilpin, & Pierce, 2009; Shields, 2007) . Hayman, 2006) . Furthermore, young adults who grow up in parental households where smoking is banned are more likely to set up/move into independent living quarters that are smokefree as well (Albers, Biener, Siegel, Cheng, & Rigotti, 2009) . Smoking restrictions in the home may also prevent relapse among former smokers (Shields, 2007) .
Restrictions on smoking in the home may also be related to better psychological health as smoking is related to psychological symptoms, notably depression and anxiety (Boden, Fergusson, & Horwood, 2010; Degenhardt & Hall, 2001 ). In addition, it is possible that living in a home with rules against smoking may heighten individuals' awareness about their health and thus support the adoption of a healthy lifestyle that not only excludes smoking but also includes healthy nutrition, exercise, and sleeping habits. Less exposure to smoke and a healthier lifestyle, in turn, may contribute to greater psychological well-being (Hamer, Stamatakis, & Batty, 2010; Wainwright et al., 2007) . Thus, the benefits of introducing smoking restrictions in one's home may extend to other areas of health. The main goal of this study was thus to empirically test the hypothesis that smoking restrictions in the home are related to engaging in a healthy lifestyle and, ultimately, to greater psychological well-being.
Support for this hypothesis is provided by research, which suggests that people tend to make improvements in several health behaviors (i.e., eating nutritious food, exercising, reducing substance use) concurrently (Unger, 1996) . Implementation of one health-related behavior (here, introducing a smoking ban) may facilitate the adoption of other health behaviors (e.g., eating better food, exercising). For example, one study of middle-aged women found that those who had quit smoking reported higher levels of exercise and taking in a healthier diet (Perkins et al., 1993) .
Another study, applying the transtheoretical model (Prochaska & DiClemente, 1992) , found that participants in the advanced stages of smoking cessation demonstrated more healthful behaviors than those in earlier stages (Unger, 1996) . According to this model, individuals' willingness to change their health behaviors can be classified into five stages along a continuum (precontemplation, contemplation, preparation, action, and maintenance). Unger's study, which examined the relationship between stages of smoking cessation and alcohol use, exercise, and safe driving practices, found that smokers who were not even considering quitting (i.e., precontemplators) also scored lower on other health behaviors. Specifically, precontemplators reported taking in more drinks per occasion than all other groups, bingedrank more frequently than all other groups, and exercised less than actors and maintainers (Unger, 1996) . These findings show that not being willing to give up cigarette use is related to other health-compromising behaviors. Conversely, contemplating and preparing to quit smoking (by introducing restrictions in one's home) may not only reduce cigarette use but also effect a positive change in other health behaviors.
A healthy lifestyle, in turn, is related to greater psychological well-being and experiencing less psychological distress. Several investigators have reported that a healthy lifestyle including exercise, sufficient sleep, and a healthful diet is related to fewer psychological symptoms, such as anxiety and depression (De Moor, Beem, Stubbe, Boomsma, & De Gues, 2006; Dunn, Trivedi, Kampert, Clark, & Chambliss, 2005) . A healthy lifestyle is also related to psychological well-being, including greater life satisfaction and higher levels of self-esteem (Rejeski & Mihalko, 2001; Spence, McGannon, & Poon, 2005) .
A greater understanding of the range of potential benefits associated with placing restrictions on smoking in the home might result in a greater number of individuals adopting smoking bans at home. This study therefore examined the relationship of household smoking restrictions (i.e., no ban, partial ban, complete ban on smoking in the home) with other "unexpected" beneficial outcomes, specifically engaging in a healthy lifestyle (including exercising, eating healthful foods, and getting sufficient sleep) and psychological adjustment (fewer psychological symptoms and greater well-being).
Our hypotheses for the current study were as follows: (a) The relationship between restrictions on smoking in the home and symptoms of psychological distress and psychological wellbeing would be mediated by the individual's engaging in a healthy lifestyle, (b) there would be a mediational path between smoking restrictions in the home and symptoms of psychological distress via the individual's smoking, (c) a healthy lifestyle would be directly related to lower levels of psychological symptoms and higher levels of psychological well-being, (d) smoking would be related to higher levels of psychological symptoms and reduced psychological well-being, and (e) there would be an inverse relationship between psychological symptoms and psychological well-being. (f) We also expected that there would be an inverse relationship between engaging in a healthy lifestyle and cigarette smoking.
Methods

Participants
Data for this cross-sectional study came from the fifth wave (T5) of the Harlem Longitudinal Development Study, a longitudinal study of urbanBlack and Puerto Rican young adults (N = 816). The present analysis included only data collected at T5 because this wave was the only one during which participants were asked about smoking restrictions in their homes. The mean age of the sample at T5 was 32.6 (SD = 1.4; range: 26.5-38.7 years). The sample was 48.5% Black and 51.5% Puerto Rican. Sixty percent of the sample was female. The mean number of people living in the household, including the participant, was 3.25 (SD = 1.7) and 3.57 (SD = 1.5) for Black and Puerto Rican participants, respectively. Additional sample characteristics are presented in Table 1 separately by ethnicity. A description of the longitudinal sample through T4 can be found elsewhere (Brook, Pahl, & Ning, 2006) .
Procedures
The sample was originally selected from Grades 7-10 in school districts serving the East Harlem area of New York City. The objective was to constitute a sample of urban Black and Puerto Rican adolescents. Data were collected by trained interviewers who were matched on sex and ethnicity whenever possible. Participants were reimbursed for the participation in the study ($75.00). The Institutional Review Board at New York University School of Medicine approved all procedures for the study's data collection.
Measures
Smoking restrictions in the home and healthy lifestyle were manifest variables, while psychological symptoms and psychological well-being were latent variables.
Smoking Restrictions in the Home
This variable reflected the current policies about smoking in the respondents' homes (Al-Delaimy et al., 2008; Schultz et al., 2010) . Responses to the question: "What are the smoking rules or restrictions in your household, if any?" included (a) no restrictions ("there are no restrictions on smoking"), (b) some restrictions on smoking (e.g., "smoking is allowed in some rooms only" or "smoking is generally banned for everyone, with a few exceptions"), and (c) a complete ban on smoking ("smoking is completely banned for everyone"; Gilpin et al., 1999; Schultz et al., 2010) . 
Cigarette Smoking
This dichotomous variable reflected the participant's smoking status in the past thirty days (1 = current smoking; 0 = no current smoking).
Healthy Lifestyle
This variable consisted of 10 questions asking about the frequency of health-related behaviors, including nutrition, exercise, and sleeping habits (Johnston, Bachman, O'Malley, & Schulenberg, 2006) . Sample items included "how often do you exercise vigorously," "how often do you eat at least some green vegetables," and "how often do you get at least 7 hours of sleep?" Answering options ranged from 0 = never to 5 = every day. Cronbach's alpha for this scale was a = .76.
Psychological Symptoms
This latent variable consisted of three multi-item scales, which assessed the frequency of psychological symptoms. They included (a) depression (a = .76), a six-item scale that asked about the frequency of depressed affect (e.g., "feeling hopeless"); (b) anxiety (a = .77), a three-item scale that inquired about the frequency of symptoms of anxiety (e.g., "feeling fearful"); and (c) interpersonal difficulties (a = .80), a scale that assessed the frequency of interpersonal problems reported by the participant (e.g., "feeling easily irritated or annoyed"). Response options for all three scales ranged from not at all (0) to extremely (4). All three scales were adapted from the Hopkins Symptoms Checklist (Derogatis, 1977) .
Psychological Well-Being
This latent variable consisted of three multi-item scales, which reflected a sense of well-being and psychological adjustment. Adult Transitions (a = .67) was a nine-item scale assessing the participant's success at achieving certain milestones of adulthood (e.g., "Have you been able to establish financial independence?"). Answering options were 0 = no and 1 = yes. The scale summed all questions that were answered affirmatively. The self-esteem scale consisted of four items (a = .67) adapted from Rosenberg's Self-Esteem Scale (Rosenberg, 1965) . A sample item read "you feel that your life is very useful." Response options ranged from "always false" (1) to "always true" (4). Life satisfaction, a 13-item scale (a = .87), adapted from Endicott, Nee, Harrison, and Blumenthal (1993) , assessed the participant's satisfaction with a number of areas in his/her life, including relationships, financial situation, and physical and psychological health. Sample items included "Over the last few years, how satisfied have you been with your mood," " . . . social relationships," and " . . . financial status?" Response options ranged from "not at all satisfied" (1) to "very satisfied" (5).
Data Analyses
We used structural equation modeling (SEM) to test our hypothesized model illustrated in Figure 1 . SEM is a regressionbased technique that allows for the empirical validation of hypothesized relationships between hypothetical latent constructs (Kline, 2010) . A latent construct cannot be observed directly but is represented by manifest (observed) variables. SEM allows multiple measures to be associated with a single latent construct (Card & Little, 2007; Kline, 2010) . One of the major of advantages of SEM is that it can produce unbiased estimates by adjusting for measurement error (Card & Little, 2007 Using the MPlus software (Muthén & Muthén, 2010) , we tested the hypothesized measurement and conceptual models. In order to account for the influences of the participants' gender, ethnicity, and status of living with children on the measurement and structural models, we used partial covariance matrices as the input matrices, which were created by statistically partialling out the effects of these demographic factors on each of the original manifest variables. According to Newcomb and Bentler (1988) , this strategy allows one to statistically control for the effects of these variables without hypothesizing exactly where they influence the model. The correlations among the variables derived from the covariance matrices are available from the authors. We employed maximum likelihood methods to estimate the models. We chose two fit indices to assess the fit of the models: (a) Bentler's comparative fit index (CFI); and (b) the root mean squared error of approximation (RMSEA; Bentler, 1990) . According to Kelloway (1998) , for the CFI, values between 0.90 and 1.0 indicate that the model provides a good fit for the data; for the RMSEA, values lower than 0.06 indicate a good fit.
Results
Preliminary Analyses
As shown in Table 1 , just over half of both Black and Puerto Rican participants reported a complete smoking ban in their homes. However, a higher percentage of Black than Puerto Rican participants reported no restrictions on smoking their homes, and a higher percentage of Puerto Rican than Black participants reported a partial ban on smoking (c 2 = 6.1, p < .05). More Puerto Rican than Black participants tobacco use in the past thirty days (c 2 = 8.0, p < .01). In addition, among those who reported living with their partners, more Puerto Rican than Black participants reported that their partner smoked (c 2 = 3.9, p < .05).
Structural Equation Modeling
We tested the measurement model as well as the structural model, controlling for the participants' ethnicity and status of living with children. For the measurement model, all factor loadings were statistically significant (p < .0001). The following fit indices were obtained: CFI = 0.98 and RMSEA = 0.057. These results reflect a satisfactory model fit. For the structural model, standardized parameter estimates, z statistics for the sample, are presented in Figure 1 . All z tests were statistically significant at p < .05 or less.
As shown in Figure 1 , the data were consistent with the hypothesized model. Specifically, our findings suggested that smoking restrictions in the home were positively related to the participants' healthy lifestyles (z = 5.82), which in turn were positively related to the participants' psychological well-being (z = 6.03) and negatively associated with their reports of psychological symptoms (z = −7.62). Smoking restrictions in the home were also negatively related to the participants' current cigarette smoking (z = −10.66), which in turn was associated with their psychological symptoms (z = 3.49) and negatively associated with their psychological well-being (z = −2.02). There was a negative correlation between a healthy lifestyle and cigarette smoking (z = −3.27),
Discussion
To our knowledge, this is the first study to examine the relationship of smoking restrictions in the home with its psychological concomitants, psychological symptoms, and psychological wellbeing in a community sample of urban Black and Puerto Rican young adults. The study is also unique because (a) it focused on the psychological concomitants of smoking restrictions in the home (i.e., psychological symptoms and psychological wellbeing) and (b) it examined engaging in a healthy lifestyle and cigarette smoking as mediators of the relationship between smoking restrictions in the home and psychological adjustment as proposed by a conceptual model (Figure 1 ).
The results of our preliminary analyses showed that the percentage of smoke-free homes in this sample of urban Black and Puerto Rican young adults was lower than the national average of smoke-free homes reported by the CDC (2007; 55% compared with 72%). Given evidence that urban Black and Latino Americans seem to experience disproportionately severe consequences as a result of ETS (e.g., CDC, 1998; Perera et al., 2002; Wilson, Kahn, Khoury, & Lanphear, 2005) , this finding constitutes an important concern for public health.
The results of our SEM support our hypothesized model and suggest two major pathways from smoking restrictions in the home to psychological symptoms and well-being. The first pathway indicates that smoking restrictions at home are associated with both psychological well-being and less psychological distress via engaging in a healthy lifestyle, including exercise, a healthful diet, and getting enough sleep. The second pathway demonstrates that greater restrictions on smoking in the home are negatively related to smoking, which in turn is linked with more psychological symptoms and less psychological wellbeing. As expected, psychological symptoms and psychological well-being were inversely related.
The pathway between smoking restrictions in the home and lower levels of tobacco use is consistent with other studies finding a link between restrictions on smoking in the household and lower levels of smoking (Clark et al., 2006; Gilpin et al., 1999; Pizacani et al., 2004) . Thus, maintaining a smoke-free home seems to be an effective tool for reducing cigarette smoking among urban Black and Puerto Rican young adults. Research has established that restricting smoking in the home decreases the risk of being a smoker (Clark et al., 2006) and supports smoking cessation attempts Pizacani et al., 2004) . Home smoking bans also decrease the likelihood of adolescent smoking (Albers et al., 2008; Fisher, Winickoff, Camargo, Colditz, & Frazier, 2007; Proescholdbell et al., 2000; Schultz et al., 2010; Szabo et al., 2006) . A ban on smoking in the household not only creates a concrete barrier to using tobacco but also gives support to those who are attempting to quit smoking by creating an environment, which is free of stimuli that may trigger the desire to smoke (Mills et al., 2009) . Thus, introducing a ban on smoking at home, for smokers, may be considered part of the preparation stage as defined by the transtheoretical model (Prochaska & DiClemente, 1992) .
The negative relationship between cigarette smoking and psychological symptoms, most notably anxiety and depression, has also been demonstrated repeatedly (Breslau, Peterson Schultz, Chilcoat, & Andreski, 1998; Campo-Arias, Martinez, & Rueda-Jaimes, 2004) . Nicotine addiction and related withdrawal symptoms can lead to an increased number of psychological symptoms, including anxiety and depression (West & Hajek, 1997) . Additionally, the impaired respiratory functioning associated with smoking such as wheezing and shortness of breath (Moore, Augustson, Moser, & Budney, 2005) and the anxiogenic effects of sustained nicotine intake can give rise to symptoms of anxiety (Pine et al., 2000; West & Hajek, 1997) .
Smokers may also experience greater difficulties in social relationships because of their smoking. As smoking continues to become less acceptable, smokers experience an increase in negative reactions to their smoking. This may create actual conflict in relationships or increase smokers' perceptions of conflict. Woolf, Rothemich, Johnson, and Marsland (1999) also found that smokers reported lower levels of social functioning and role functioning than did nonsmokers. Furthermore, higher levels of smoking are associated with indices of poor psychological well-being, such as reporting lower levels of life satisfaction and failing to make transitions to adult roles (e.g., getting married; Chassin, Presson, Pitts, & Sherman, 2000; Nystedt, 2006 ).
An important finding of this research was that stricter rules about smoking in the home were related to fewer psychological symptoms and psychological well-being via engaging in a healthy lifestyle, including exercise, a healthful diet, and getting enough sleep. This relationship suggests the existence of a "generalization effect" of attitudes and behaviors toward health, whereby becoming aware of the health benefits of one behavior (here, restricting smoking in one's home) may "spill over" into other areas of one's life (Perkins et al., 1993; Unger, 1996) . "Individuals in the process of improving one health behavior may be more receptive to information about health and more willing to change their attitudes and behaviors relative to another domain of health" (Unger, 1996, p. 134) . Living in a smoke-free environment with clear antismoking rules may give rise to a greater awareness about health issues among smokers and nonsmokers alike. This awareness may encompass not only the benefits of refraining from tobacco use but also the health benefits of engaging in exercise, adhering to a healthy diet, and sleeping an adequate number of hours every night.
The relationship between exercise, good nutrition, and sleep and better psychological adjustment has been demonstrated repeatedly. Numerous investigators have shown that a healthy lifestyle, incorporating regular exercise, sufficient sleep, and healthy nutrition, is related to fewer symptoms of psychological distress (De Moor et al., 2006; Dunn et al., 2005; Tsuno, Besset, & Ritchie, 2005) . In particular, many studies have shown that exercise is related to lower levels of depressive symptoms (e.g., Dunn et al., 2005; Nabkasorn et al., 2005) . A healthy lifestyle is also associated with greater psychological well-being (e.g., selfesteem and life satisfaction; Rejeski & Mihalko, 2001; Spence et al., 2005) .
The mechanisms linking a healthy lifestyle with better psychological functioning are likely physical as well as psychological in nature. For example, neuroendocrine changes and endorphin release have been suggested as explanations for the reduction in depression observed with regular exercise (Ferrauti, Neumann, Weber, & Keul, 2001) . Similar mechanisms are likely to be operative linking nutrition and sufficient sleep with subjective feelings of well-being and fewer symptoms of distress. In addition, given growing awareness of the benefits of regular exercise and a healthful diet, it is likely that engaging in a healthy lifestyle confers psychological benefits (e.g., higher levels of selfesteem, greater life satisfaction) by providing a sense of accomplishment to the individual. A sense of increased self-efficacy and mastery may result from engaging in a healthy lifestyle (Nabkasorn et al., 2005) .
Limitations
The results reported here must be interpreted in light of several limitations. First, psychological functioning is predicted not only by the constructs under investigation in this study (i.e., restrictions of smoking in the home, a healthy lifestyle, and cigarette smoking) but also by factors not included in this study, such as other environmental as well as genetic factors. Second, the sample for this study was exclusively Black and Puerto Rican, thus limiting the generalizability of our findings to these populations. Third, the test of our cross-sectional model can only present relations among the variables studied but cannot prove causality. Alternative pathways must also be considered. For example, it is possible that adopting a healthier lifestyle may lead individuals to ban smoking in their homes. However, there are several points in support of the model we presented in this research. First, introducing smoking restrictions in one's house is often the very first step people take in adopting a healthier lifestyle (followed by attempting cessation; Okah, Choi, Okuyemi, & Ahluwalia, 2002; Pizacani et al., 2008; Shields, 2007) . This is probably a direct result of increased antitobacco legislation, policies, and media campaigns that have been put into place in recent years (Haw & Gruer, 2007; Levy et al., 2004) . Second, alternative statistical models that placed a healthy lifestyle before household restrictions on smoking did not fit the data better than our hypothesized model. Given the focus of this research to examine other "unexpected" correlates of smoking restrictions in the home, we decided to place the smoking restrictions construct as antecedent to reduced tobacco use, a healthy lifestyle, and psychological distress and well-being.
Conclusions
The strength of this study is the finding that the benefits of placing smoking restrictions in one's home may go beyond a reduction in tobacco use and ETS by influencing both other health behaviors (exercise, sleep, and nutrition) and psychological functioning among Black and Puerto Rican young adults. If individuals become aware of these less obvious benefits of introducing smoking restrictions into their homes, they may be more willing to take this important step in creating a healthier environment for themselves and their families, thereby reducing the risks (e.g., asthma) associated with ETS. This is of particular importance among Blacks and Latinos as they seem to suffer particularly severe consequences as a result of exposure to ETS (CDC, 1998; Perera et al., 2002; Wilson et al., 2005) . The dissemination of these findings by clinicians, public health advocates, and smoking cessation experts is therefore of vital importance in contributing to the expansion of smoke-free environments in urban Black and Latino communities.
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